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Introduction 


With the ever increasing shortage of hospital beds and the con- 
comitant increase in hospitalization costs, the more slowly recovering 
or terminal care geriatric patient is more often than not transferred to 
a convalescent center, nursing home, or extended care facility. Because 
the elderly patient frequently has multiple disorders of both physical 
and psycho-social natures, a vast amount of time, skill, and knowledge 
is required for his care. 

In the majority of convalescent centers, personnel resources are 
all too limited. Nurses and staff most frequently assume the responsi- 
bility for managing patient behaviors which, while medically related, 
are frequently confusing and frustrating because of their specialized 
nature. Included among those behaviors or problems are communicative 
and psychologic disorders. 

Psychological changes characteristic of advanced age (senescence) 
have been summarized by Reitan (1968). 


. . . sensory limitations and slowness in response; decline in 
intellectual efficiency, . . . recent memory impairment, .. . con- 
fusion .. . disorientation in time and place; reduction of activities 
and interests, . . . impaired affect, . . . diminished involvement 
with the environment, ... use of highly personal associations 
in verbal communications; increased introversions and suspi- 
ciousness of close emotional relationships; and . . . increased 
resistance to change. 


Complicating the “natural” resistance to change are the mandatory 
social separations (e.g., death of friends, separation from family, insti- 
tutionalization, etc.). These result in feelings of isolation, despondency, 
and decreased self-worth. Finally the debilitating acute and chronic 
physical complaints (e.g., paralysis, tremor, cardiac insufficiency, etc.) 
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impose restrictions on physical movement and self-care (i.e., indepen- 
dence) with frequent feelings of inadequacy and self-incrimination. 

It is evident that the physical, psychological, and social changes 
that occur as a function of age operate in concert to produce what is 
called senescence. These “expected” changes, when exacerbated by spe- 
cific and general communication impairments, further reduce the pa- 
tient’s already limited contact with his environment and present the 
nursing staff with many difficult and varied management problems. 

The intent of the present and forthcoming sections is to briefly 
and clearly describe those communicative disorders most commonly 
encountered in the nursing home environment. Communication man- 
agement suggestions have been provided for each. Those disorders to 
be discussed include aphasia, dysarthria, confusion, and hearing impair- 
ment. Each is presented as a separate communication disorder for ease 
of explanation. It must be stressed, however, that the brain-injured 
adult—particularly the geriatric patient—often has multiple communi- 
cation problems. 

Because a speech pathologist is frequently not a part of the nursing 
home staff, the implementation of a communication care plan is usually 
the responsibility of the registered nurse. The plans that follow are 
intended for use by all personnel, family, and friends. Generalization 
and simplification have been employed to aid the non-medical person 
(e.g., family, aides) particularly, in understanding and carrying out 
optimal communication management. 


CHAPTER 1 


Communication Care Plan 


for the Aphasic Patient 


Following an injury to the left side of the brain, due to a 
stroke (CVA), a tumor, or an accident, a language problem 
known as aphasia may occur. This communication problem is fre- 
quently accompanied by a paralysis or weakness of the right side of 
the body. A patient with aphasia has a reduction in the ability to 
use words or other symbols. He has difficulty understanding speech, 
speaking, reading, writing, and dealing with arithmetic processes. 
By itself, aphasia does not significantly change a patient’s ability to 
think, to recognize family and staff, to find his way, or to remember 
a schedule. The difficulty arises when he is required to understand 
or to talk communicatively. 

The effects of the aphasic disturbance on communication are 
different for each patient. The severity and the pattern of the 
problem will depend on the location and the extent of the damage 
to the brain. Some patients will say “strings of words” that don’t 
make sense in addition to having difficulty in understanding the 
words of others. Others may say few words, yet understand simple 
conversation and directions. It is important to remember, however, 
that in all cases of aphasia the patient’s ability to understand, to 
talk, to read, and to write wili be affected to various degrees. 

The following suggestions are directed toward helping you 
communicate with the aphasic patient. 


General Suggestions 


1. Make the patient’s daily schedule of activities as routine as 
possible. When such activities occur regularly the patient need not 
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rely on words as reminders. He will then be less anxious and more 
able to listen to and possibly understand short phrases and sentences 
that accompany “your activities with him.” 

2. In keeping with the first suggestion, try to make any routine 
patient care time stimulating for communication. For example, as 
you bathe his hand, talk about its characteristics, the water tempera- 
ture, etc. 

3. Although the patient may not be able to understand much 
of what he hears, he may enjoy seeing television and listening to 
the radio. In fact, if the patient is making improvement, the stimu- 
lation from the radio or television will be beneficial to him. 

4, Even with the aphasic patient who understands very little 
of what you say to him, his physical or mental condition still should 
not be discussed in his presence. Often, aphasic patients attend to 
body language (facial expressions, for example), and may become 
confused or frightened. This is particularly true if the patient is 
able to pick out fragments of a sentence which*would be misunder- 
stood out of context. 

5. In general, the aphasic patient will communicate best 
when visual cues are provided (pointing, etc.) and when the sub- 
ject is relevant to the immediate situation, the patient, or his 
family. Remember, “communication” here means the best possible 
means of getting a message across (e.g., pointing, gesturing). 

6. Encourage the patient to participate in group activities for 
the socialization value and for language stimulation. 

7. For best results, try to communicate with the patient in 
a quiet environment and a calm, relaxed atmosphere. 

8. The patient should not be tired or upset when serious 
communication is attempted. If he fatigues or becomes upset, post- 
pone talking with him. 

9. The aphasic patient may have difficulty controlling his 
emotions. If, when with other people, he laughs or cries uncon- 
trollably, attempt to change the subject or the activity. If he con- 
tinues to cry, remove him from the situation. Tell him in simple 
terms that you understand his behavior, but avoid being overso- 
licitous. 
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10. Tell the patient realistically of his communication prog- 
nosis. Telling him falsely that “Your speech will come back” will 
eventually be detrimental to his motivation. A practical approach 
is to say, “We can’t tell how much speech will return. You must 
try your best.” 

11. The patient is an adult and should be treated as such. 
While he cannot understand complicated speech, “baby talk” or 
being talked to like a child will be demoralizing and defeating. 

12. Because the aphasic adult has difficulty in selecting the 
right word to say and difficulty in understanding his own words 
(monitoring), he may frequently swear or use “jargon.” When this 
occurs, accept it without judgement, honestly admitting your failure 
to understand his communication intent. 


Givin g Instructions 


1. Be sure you have the patient’s attention before beginning 
any instructions. Touch him on the shoulder, have him look at 
you, and preface your remarks by saying, “Mr. Smith, : 

2. Speak slowly, using natural pauses. The aphasic patient 
has difficulty understanding rapid speech and needs extra time to 
process what is being said. Also, if the patient does not respond or 
if his response is inappropriate, indicating that he did not under- 
stand, pause and repeat your instructions. 

3. Keep instructions short and simple. Accompany therm with 
gestures. For example, when telling the patient to go to bed, say, 
“It’s time to go to bed,” and point to the bed. 


Talking with the Patient 


1. All questions should be simple, direct, and answerable 
with “yes” or “no.” Accompany your questions with gestures. (“Do 
you need the bathroom?” Point to the bathroom. ) 

2. If the patient attempts to express something that you can’t 
understand, ask simple questions and systematically point and 
gesture until he shows you that you have found the subject area. 
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3. If the preceding techniques fail, shrug your shoulders and 
admit your problem understanding by saying, “I’m sorry but I 
can’t understand. Maybe we can try again later.” 

4. All verbal communication with the patient should be 
with short simple sentences utilizing a main word. For example, 
when preparing for a meal say, “It’s time to eat,” and gesture as if 
you're eating. 

s 5. If the patient uses a word correctly don’t overdo your 
praise. If you overemphasize his correct words, he may feel dis- 
couraged when he uses incorrect words. When he makes a mistake 
or unexpectedly swears, downplay it by saying, “That’s hard to get 
out—I know what you mean though.” 

6. Attempt simple imitation exercises if the patient is willing. 
In the beginning, use simple easy-to-imitate words such as “Hi,” 
“Bye,” and “Okay.” 

7. When talking with the patient, pronounce your words 
slowly and clearly. Speak in your natural voice. Raising your voice 
or shouting will not help the patient understand—he is not deaf or 
hard of hearing. 

8. Avoid frustrating the patient with such remarks as: “You 
said it yesterday, you can say it again.” Often a patient may be 
unable to say a word which he may have said a few minutes before. 

9. ‘Take care not to talk for the patient unless absolutely 
necessary and not to interrupt him when he attempts to tell you 
something. 

10. Patients who are aphasic and right hemiplegic often have 
a right field cut. If the patient seems to “not see” to his right 
side, stand slightly to the left where he can see you when you talk 
with him. 

11. A communication board or book is a useful aid to com- 
munication with a patient who is unable to speak or write. The 
patient is able to indicate his wants and needs by pointing to 
appropriate words and pictures. These devices can be developed by 
the family, a volunteer, or the activities personnel. 


It is important to stress and re-stress that unless there are 
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further complications, the person with an aphasic disorder has not 
lost his ability to think and remember. His feelings, his likes and 
dislikes, and his memories will be the same. His breakdown in 
relating with his environment occurs only when words are used. 
With patience and understanding on the part of the staff and 
people around him, the aphasic individual can make maximum gains 
in communicative functioning and in adapting to any residual com- 
munication disturbance. 


General Readings 


“Aphasia and the Family,’ American Heart Association, 44 East 23rd 
Street, New York, New York 10010, 1969. 

Aurelia, Joseph C., Aphasia Therapy Manual, The Interstate Printers & 
Publishers, Inc., Danville, Illinois, 1974. 

Boone, Daniel R., An Adult Has Aphasia, The Interstate Printers & Pub- 
lishers, Inc., Danville, Illinois, 1965. 

Cohen, L. K., “Communication Problems After a Stroke,” Rehab. Pub. 
Vol. 709, Kenny Rehabilitation Institute, Minneapolis, Minnesota. 

Fowler, R. S., and W. E. Fordyce, “Stroke—Why Do They Behave That 
Way,” American Heart Association, 44 East 23rd Street, New York, 
New York, 50-035-A, 1974. 

Longerich, M. C., Manual for the Aphasic Patient, The Macmillan Com- 
pany, New York, New York, 1955. 

Mitchell, J., “Communication in the Geriatric Unit 1,’ Nursing Times, 
April 3, 1969. 

Mitchell, J., “Communication in the Geriatric Unit 2,’ Nursing Times, 
April 10, 1969. 

Mitchell, J., “Communication in the Geriatric Unit 3,” Nursing Times, 
April 17, 1969. 

Norowitz, Betty, “An Open Letter to the Family of an Adult Patient with 
Aphasia,” Rehab. Lit., Vol. 23, No. 5, May, 1962. 

Sarno, J. E., and M. T. Sarno, Stroke: The Condition and the Patient, 
McGraw-Hill Book Company, New York, New York, 1969. 

“Strokes—A Guide for the Family,’ American Heart Association, 44 East 
23rd Street, New York, New York 10010, 1969. 

Taylor, Martha, and Morton Marks, Aphasia Rehabilitation Manual and 
Therapy Kit, McGraw-Hill Book Company, New York, New York, 
195): 
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Advanced Readings 


Brookshire, R. H., An Introduction te Apbasia, BRK Publishers, Minneap- 
olis, Minnesota, 1973. 

Brown, J. W., Aphasia, Apraxia, Agnosia: Clinical and Theoretical Aspects, 
Charles C Thomas, Publisher, Springfield, Illinois, 1972. 

Keenan, Joseph S., A Procedure Manual in Speech Pathology with Brain- 
Damaged Adults, The Interstate Printers & Publishers, Inc, Danville, 
Illinois, 1975. (Audio tape cassette available to accompany book.) 

Nielsen, J. M., “Speech Deficits of Middle Life,” Gert#rics, November, 
1963. 

Pause and McCrosky, “Treatment of the Adult Hemiplegic Patient with 
Aphasia,” Journal of the American Physical Therapy Association, Vol. 
2, February, 1962. 

Sarno, M. T., Aphasia: Selected Readings, Appleton-Century-Crofts, Meri- 
dith Corp., New York, New York, 1972. 

Schuell, H., and J. Jenkins, Aphasia in Adults, Hoeber Med. Division, 
Harper & Row, Publishers, New York, New York, 1964. 

Skelly, M., “Aphasic Patients Talk Back,” American Journal of Nursing, 
25.7-1140-1141 (1975). 


Aids in Working with the Patient 


Canetta, Robert, Photo Language Stimulation for Aphasic Patients, The 
Interstate Printers & Publishers, Inc., Danville, Illinois, 1974. 

Flowers, Ann Moore, Good Morning, Mr. Moon, The Interstate Printers & 
Publishers, Inc., Danville, Illinois, 1966. 

Huber, Mary, and Carol Fanning, Basic Vocabulary Development Cards for 
Adult Aphasics, The Interstate Printers & Publishers, Inc., Danville, 
Illinois, 1973, 

Keith, R. L., Speech and Language Rehabilitation—A Workbook for the 
Neurologically Impaired, Vol. 1, The Interstate Printers & Publishers, 
Inc., Danville, Illinois, 1972. 

Keith, R. L., Speech and Language Rehabilitation—A Workbook for the 
Neurologically Impaired, Vol. 2, The Interstate Printers & Publishers, 
Inc., Danville, Illinois, 1977. 


CHAPTER 2 


Communication Gare Plan 


for the Dysarthric Patient 


Dysarthria is a speech problem that is caused by brain injury 
or nerve damage with resulting paralysis, paresis, or incoordination 
of the muscles of the lips, tongue, jaw, palate, larynx, and breathing 
mechanism. The patient will have no difficulty reading, writing, or 
understanding what is said to him, though in severe cases he may 
initially be unable to swallow and be completely aphonic. As he 
improves, speech will generally be slurred, imprecise, and hard to 
understand. Parkinsonism, progressive spinal muscular atrophies, 
CVA’s, infectious multiple sclerosis, and chronic alcoholism may all 
result in dysarthria. 

Since dysarthria is a “breakdown” in the total speech process, 
characteristics of the problem may include a breathy voice, a marked 
air wastage, too shallow or too deep breathing, weak intensity of 
voice, hoarse or strained and strangled voice, monotone, monopitch, 
monoloudness, and hypernasality or hyponasality. In addition, 
speech may be distorted, slurred, and irregularly produced; and, the 
patient often speaks too rapidly or too slowly. 

The dysarthric patient may also have difficulty swallowing, 
particularly during the initial phase of post stroke care. ‘The same 
paralysis that makes it hard for the patient to perform complicated 
speech sounds affects the movement of the tongue in pushing food 
to the back of the mouth. In some cases, the swallowing reflex is 
absent, and the muscles must be re-raught to work efficiently. 

In some patients prognosis is good, and, with some slowing 
of rate and careful articulation, speech can be intelligible. Other 
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patients, however, particularly those with degenerative diseases, 
may be unintelligible, but with the help of an understanding and 
patient staff can be provided with and taught to maintain some 
mode of communication (e.g., pointing, gesturing). 

The following suggestions have been developed to assist you 
in more effective communication with the dysarthric patient. 


General Suggestions 


1. As with all brain injured patients, when attempting any 
serious communication, the environment should be as quiet as 
possible. Similarly, the patient should not be tired or upset. In 
such an instance, postpone your conversation until he is rested 
and alert. 

2. Be sure you have the patient’s attention before you talk 
with him. Touch him on the shoulder, have him look at you, and 
preface your remarks with his name or social greeting (e.g., “Good 
morning, Mr. Smith, aes 

3. When the patient is fatigued and movement of the para- 
lyzed speech muscles is even more labored and imprecise, help him 
make his wants known by asking simple, direct questions which 
can be answered with a single word or short phrase. 

4, When drooling is a problem, remind the patient to hold 
his head erect and swallow frequently. A “memory aid,” such as a 
card pinned to the patient’s shirt cuff with the word SWALLOW 
boldly printed on it, or a large handkerchief pinned to the cuff, 
may be required for some individuals. 

5. If the patient has difficulty swallowing, assist him by pro- 
viding the following structure: 

a. Have the patient sit up straight, with his head tilted 
slightly toward his chest. 

b. Place small amounts of food or drink at the back of 
the mouth. 

c. Instruct the patient to hold the food at the back of 
the mouth and to “think” about swallowing. 

d. Tell the patient to swallow. 
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6. Hearing is not affected, so avoid shouting. Speak slowly 
and clearly without exaggerating or raising your voice. 


Talking with the Patient 


1. Encourage the patient to take his time when talking and 
remind him to speak slowly (ie., “Slow down, Mr. Smith. I can’t 
understand when you talk so fast.” ). 

2. Encourage the patient to say ONE WORD AT A TIME 
and to carefully make all sounds in each word. 

3. Encourage the patient to increase the volume of his voice. 
This, in addition to making him easier to hear, will help slow down 
his rate. 

4, Maintain a calm attitude. Wait, allow the patient to 
finish what he wants to say. If he is unintelligible and you cannot 
wait, explain that you will return later when you have time to hear 
him out. 

5. If possible, have the patient read aloud to someone (e.g., a 
volunteer, family member, blind patient, or even a roommate) for 
purposes of pacing his speech (e.g., have the patient read one 
syllable at a time). 

6. If the severely dysarthric patient is literate and has suffi- 
cient hand strength and co-ordination, paper and pencil should be 
available for him to write questions and answers. If he also has 
visual problems, a large felt tip marker and wide lined paper will 
enable greater ease of writing and will allow the patient to check 
his own spelling and legibility. 


General Readings 


Kingdon-Ward, W., Helping the Stroke Patient to Speak, J&A Churchill, 
Ltd., London, 1969. 

Nielsen, J. M., “Speech Deficits of Middle Life,” Geriatrics, November, 
1963. 
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Advanced Readings 


Darley, F., A. Aronson, and J. Brown, “Motor Speech Signs in Neurologic 
Diseases,’ Medical Clinics of North America, Vol. 52, No. 4, July, 
1968, p. 835-844. 

Green, M. C., The Voice and Its Disorders, 3rd ed., J. B. Lippincott Co., 
Philadelphia—Toronto, 1972. 


CHAPTER 3 


Communication Care Plan 


for the Confused Patient 


Because of a generalized brain disturbance, such as arterio- 
sclerosis or senile brain disease, the confused patient experiences a 
diminishing of physical and mental abilities that is often accom- 
panied by exaggeration of previous personality traits. In addition, 
the patient may have difficulty remembering what happened the 
day before and in some cases even what happened ten minutes be- 
fore. His ability to logically reason and “think out” appropriate 
activities will be significantly decreased. This condition may be 
apparent during the acute stage of a disease process or may be a 
chronic condition secondary to the above mentioned and other 
degenerative diseases. 

Characteristics which are common to the confused patient are 
disorientation to time and place; memory loss (particularly short 
term memory); difficulty “tuning in” to what is said; impairment of 
comprehension; rambling and incoherent speech; and inability to 
function on an abstract level. This patient may have periods of 
delirium and/or hallucinations. It is not uncommon for the con- 
fused patient to have moments of depression, paranoia, and agita- 
tion. 

The following suggestions have been developed to assist the 
communication management of the confused patient. 


Structuring the Environment 


1. The confused patient’s environment should be as calm 


11 


12 Communication Management of the Geriatric Patient 


and relaxed as possible. Important patient management considera- 
tions include consistently relating to the patient with no obvious 
rapid changes in emotion, structured daily activities, and a schedule 
that is as routine as possible. 

2. The confused patient is often disoriented to time and 
place. You can encourage correct orientation with the following 
methods. (a) Remind him often of his name, the date, where he 
is, etc. This can be accomplished without unnatural “instruction.” 
For example, greet the patient by name and say, “How long have 
you been in the television room? It’s 11:30, time to be ready for 
lunch.” (b) Provide him with a large wal! calendar and a clock 
with a large face. Special dates can be marked (e.g., a birthday 
cake on his birthdate, pictures of relatives on their calendar birth- 
dates, etc.), and as each day passes, the date can be crossed out. 
The “updating” can become a part of the patient’s daily morning 
routine. (c) If you use an intercom to announce daily activities, 
make messages short and simple, and repeat them. 

3. In the evenings, inspect patients’ rooms to insure no 
shadows are cast by furniture or clothing. Upon awakening, the 
patient may experience a temporary confusion, accompanied by 
hallucinations, agitation, and disruptive behavior. 

4. To encourage patient orientation and recognition of his 
room, provide door and bed tags. The patient’s personal items 
should also be obviously displayed. 

5. The patient will probably enjoy watching television, look- 
ing at magazines, and having visitors. However, take care not to 
“overload” him with too much stimulation at one time. He will . 
enjoy listening to music on the radio though it should not be loud 
or confusing. Because of his “forgetfulness,” you will probably 
have to tune the radio for him. Whenever possible, arrange for the 
patient to participate in group activities. 


Gaining Attention 


Be sure you have the patient’s attention before asking or telling 
him something. Since the confused patient has difficulty “tuning 
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in,” be certain he is aware that you wish to talk with him. Touch 
him on the shoulder, have him look at you, and preface your 
remarks by saying, “Mr. Smith, ef 


Givin g Directions 


1. As with the above, be sure to have the patient’s attention 
before giving him directions. 

2. Give careful, simple directions to the day room, dining 
area, etc., supplementing them with gestures and employing easily 
identifiable landmarks. 

3. The following steps are provided for increasing patient 
orientation and independence in the nursing home. (a) Initially, 
lead the patient to his destination. (b) Have the patient then lead 
you to the destination. (c) Finally, observe his following of the 
directions and arrival at the intended destination independently. 

4, The confused patient often forgets the steps to be followed 
in completing a task (e.g., a task as simple as how to brush his 
'teeth). Therefore divide each task into simple steps, and have the 
patient follow them one at a time (e.g. take the cap off the 
toothpaste, squeeze the tube so that the paste goes onto the brush, 
etc.). After successful completion of a task, the patient should 
independently, with observation but no direction, perform the task 
on his own. 


Talking with the Patient 


1. Be sure you have the patient’s attention before attempting 
to communicate with him. 

2. The confused patient requires much time to process what 
is said to him. Ask simple and direct questions, one at a time. Allow 
sufficient time for the patient to process the information. Repeat 
the question, if necessary. 

3. Speak slowly and distinctly but without unnecessary loud- 
ness. 

4, Speak in a friendly manner, but do not treat the patient 
as though he were a child. 
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5. Look at the patient while you are talking to him. 

6. The confused patient is sometimes unable to stop talk- 
ing, often rambling from the original subject. When this occurs, 
stop him by saying, “Mr. Smith, I didn’t understand that. What did 
you say about ?” If he has difficulty resuming, stop 
him, remind him to listen, and ask him a question that will bring 
him back to the subject (e.g., “Where did you say you hurt your 
leg?”). If this fails and the patient cannot stop rambling, stop 
communication and say, “Okay, Mr. Smith, we'll try again later.” 

7. Be honest in your dealings with the patient. This honesty, 
should, however, be within reason. For example, if the patient asks 
if his family will visit with him today and you know they will not 
be in, tell him the truth. However, if the patient asks a question 
regarding his health when he has a terminal condition, the answer 
could be, “You have been very ill, but we’re all working to get 
you better.” 


The confused individual is by far the most difficult patient to 
successfully manage in any extended care facility. Staff awareness of 
the problems encountered and structuring of the environment can 
aid in the achievement of that goal. 


General Readings 


Jones, J. A., “Deprivation and Existence or Stimulation and Life,” Journal 
of Geriatric Nursing, Vol. 2, No. 2, March/April, 1976. 

Kramer, C. H., and G. F. Johnston, “Correcting Confusion in the Brain 
Damaged,” Geriatric Nursing, November, 1965. 

Lowenthal, M. F., Lives in Distress—Paths of the Elderly to the Psychiat- 
ric Ward, Basic Books, New York, New York, 1964. 

Mitchell, J., “Communication in the Geriatric Unit 1,’ Nursing Times 
April 3, 1969. 

Mitchell, J., “Communication in the Geriatric Unit 2,’ Nursing Times, 
April 10, 1969. 

Mitchell, J., “Communication in the Geriatric Unit 3,” Nursing Times, 
April 17, 1969. 
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Oberleder, M., “Restoring the Aged Mentally Ill Through Reality Orienta- 
tion,’ Publications Services Division of the American Psychiatric As- 
sociation, 1700 18th Street N.W., Washington, D. C. 20009. 

Settle, H., “A Pilot Study in Reality Orientation for the Confused Elderly,” 
Journal of Geriatric Nursing, Vol. 1, No. 5, November/December, 
LOD: 


Advanced Readings 


Bollinger, Rick L., “Communication Abilities of ‘Chronic Brain Syndrome 
Patients,” unpublished dissertation, 1970. 

de Ajuriaguerra, J., and R. Tissot, “Some Aspects of Language in Various 
Forms of Senili Dementia,” In Foundations of Language Development 
—A Multidisciplinary Approach, Vol. 1, Eric H. and Elizabeth Lenne- 
berg, Eds., Academic Press, New York, New York, 1975. 


CHAPTER 4 


Communication Care Plan 


for the Hard of Hearing 
or Deaf Patient 


The patient who has difficulty hearing will probably have one 
of the two major types of hearing loss: conductive or sensorineural. 
A conductive hearing loss implies a dysfunction of the outer or 
middle ear. The conduction of sound through the peripheral audi- 
tory system is impaired; the sound energy loses intensity before 
reaching the auditory nerve. This patient often speaks in a quiet 
voice because he has a normal inner ear and hears his own voice 
through bone conduction at an appropriate loudness level. Because 
of the air conduction loss, he may not be aware of the noise 
around him and the need, therefore, to speak louder. Speech dis- 
crimination presents no problem to the patient with a routine con- 
ductive loss. He understands what is said to him if it is presented 
loudly enough. Causes of a conductive hearing loss may be congeni- 
tal malformations of the outer ear, foreign objects or excess cerumen 
(wax) plugging the canal, otitis media (infection of the middle 
ear), and otosclerosis (the formation of spongy bone within the 
bony capsule of the ear). Medical and surgical treatment can 
usually reverse such a loss. 

A sensorineural hearing loss is the result of malfunction in 
the inner ear or damage to the neural pathway from the cochlea 
(inner ear) to the brain. In this case, the conduction of sound is 
intact, but the perception of sound is impaired. The patient often 


17, 


18 Communication Management of the Geriatric Patient 


speaks with excessive loudness, and because bone conduction hear- 
ing is impaired, he does not hear his own voice normally. 

Speech discrimination presents a problem to this patient, and, 
he will have difficulty differentiating words because of confusion of 
some sounds, particularly sounds of high frequency (e.g., s, sh, t, 
ch). Causes may be congenital or acquired through injury, toxic 
effect of drugs, or the process of aging. The most common cause 
of auditory deficiency in aged adults is presbycusis (“old-age deaf- 
ness” )—a hearing loss that develops as a result of advancing age. 
There are two types of physiological change that cause presbycusis: 
(1) epithelial atrophy of the structures of the cochlea (the mem- 
brane and the hair cells) and (2) neural atrophy where the cells 
in the spinal ganglion degenerate. There is no surgical or medical 
treatment for the patient with a sensorineural hearing loss. 

In addition to these two major types of hearing loss, a com- 
bination of conductive and sensorineural hearing loss may be 
observed. A skilled hearing evaluation by an audiologist and medical 
follow-up by an otologist is necessary to detect such a loss. 

The following suggestions have been developed to help you in 
communicating most effectively with the geriatric patient who is 
hard of hearing. 


Hearing Aids 


1. If, in your estimation, a patient has a hearing loss and 
might need a hearing aid, he should have a hearing screening. This 
will frequently be performed by the speech pathologist who will 
then refer as needed. When consulted, an audiologist will perform a 
complete audiologic exam; and if the loss is such that an aid will 
benefit, a certified hearing aid dealer will be contacted for a trial 
aid. You should not make a judgement that a patient needs a hear- 
ing aid without audiometric evaluation by a qualified audiologist. 
In many cases a hearing aid is not of benefit, and an expensive 
investment can be avoided if testing is done and appropriate infor- 
mation is first obtained. 
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2. If the patient does have an aid, your role in helping him 
wear and care for it is important. 

a. Since he may have memory, orientation, or physical 
limitations, he may not always remember or be able to find the 
aid and to put it on. He may also need reminders and/or 
assistance in the proper aid placement. 

b. The controls on a hearing aid are small, and, because 
of poor visual acuity or poor fine motor control, the geriatric 
patient often has difficulty adjusting them. Check to see if the 
aid is on and at the appropriate loudness setting. If the aid 
has a telephone control, be sure that it is not on TELEPHONE 
(“T”), but on MICROPHONE (“M”) for daily use. Mark- 
ing the appropriate settings with fingernail polish can be 
helpful for the patient and/or the staff. 

c. Be sure the batteries are in working condition and the 
aid is functioning. You can check this by turning the volume 
up and listening for a “squealing” sound. This indicates the 
batteries have power. Batteries should be changed every 7 to 
10 days, and extra batteries should always be on hand. Provide 
the patient with a chart on which he can check that he has 
changed the battery on the appropriate day. Here again, a 
large wall calendar, a part of all good communication man- 
agement for geriatric patients, can be of benefit. 

d. Keep the ear mold clean. Wash it regularly with 
warm water and soap. A pipe cleaner or a toothpick wrapped 
in cotton will remove wax and dirt. Dry the mold and blow 
all water out of the canal portion before reconnecting it to the 
aid. 

3. Be aware of the limitations of hearing aids. Remember, 
they make most environmental and speech sounds louder, not 
necessarily clearer. 


General Suggestions 


1. Important communication, such as instructions concerning 
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medication, treatment time, etc., should take place in a relatively 
quiet environment. 

2. The geriatric patient who is hard of hearing has a ten- 
dency to withdraw. Group activities should, therefore, be stressed. 
He might be provided with a “buddy” (a fellow patient with good 
hearing) whom he can follow in activities or who could cue him 
concerning the subject being talked about. 

3. If the patient enjoys radio and television, provide him with 
ear receivers. If he still has difficulty, complete head sets can be 
purchased for television hook-up. 

4. Be honest with the chronic hard of hearing patient. There 
is no cure for his loss, but there are means to assist him in com- 
munication (e.g., watching the speaker’s lips, etc.). 


Talking with the Patient 


1. Be sure you have the patient’s attention. Touch him on the 
shoulder, and have him look at your face while you are talking. 

2. When talking with the patient, your face should be visible, 
and the patient should be within distance to allow him to see your 
face clearly. Encourage him to watch you as you speak. 

3. Windows or bright lights should be behind the patient so 
that when he looks at you he is not looking into a glare. 

4. Loudness will distort the sounds you say—so don’t shout, 
but speak slowly and clearly. 

5. When speaking slowly, be careful not to exaggerate the 
sounds. Overemphasis will make it more difficult for the patient 
to get cues about what you are saying while watching your lips. 

6. While talking with the patient, avoid distractions such as 
putting your hand over your mouth or chewing gum. 

7. Clue the patient concerning your topic of conversation 
by providing him with the context of the situation. For example, 
when the discussion is about gardens, turn to the patient and say, 
“We are talking about gardens, the flowers and vegetables.” 

8. If the patient does not hear you the first time, repeat and/ 
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or rephrase what you have said. If he still has difficulty, try writing 
or pointing. 


The integration of the preceding suggestions into the care 
plan of a patient with a hearing disorder can break barriers of 
isolation that often hamper any form of meaningful life style. 
While not all suggestions are applicable to a specific disorder, if 
you develop an awareness of the need for special communication 
techniques, the management of the aged hard of hearing adult 
(and any communication disturbed patient) can be more effec- 
tively accomplished. 


General Readings 


Noise and You—ABC’s of Hearing Conservation, a scriptographic booklet, 
Channing L. Bete Co., Inc., Greenfield, Massachusetts, 1973. 


Advanced Readings 


Broberg, R., Over-fifty Nifties: Lipreading Practice Manual for Senior Citi- 
zens, Alexander Graham Bell Association for the Deaf, Washington, 
IDE G. 

Davis, N., and S. R. Silverman, Hearing and Deafness, 3rd ed., 1963. 

Ewing, A., and E. Ewing, Hearing Aids, Lipreading and Clear Speech, 
Alexander Graham Bell Association for the Deaf, Washington, D. C. 

Newby, H. A., Audiology—Principles and Practice, 3rd ed., Appleton-Cen- 
tury-Crofts, New York, New York, 1972. 





Appendices 


The following are case histories and examples of communication 
care plans devised for specific patients presenting problems discussed 
and described in this manual (aphasia, dysarthria, confusion, and hear- 
ing impairment). 

While they should be considered as representative for each dis- 
order, it should be remembered that they describe and were designed 
for specific people. As such, they are not intended, nor would they be 
necessarily appropriate, for use with another patient with a similar 
disorder. 
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APPENDIX A 


A phasia 


Case History 


Mr. L. is an 82-year-old man who had a series of “small strokes” 
over a six-month period. Upon admission to the nursing home, he had 
a mild, right-sided hemiparesis, a neglect of the right side of his body, 
did not attend to anything in his right visual field, and had severe 
communication difficulties, 

Mr. L. was brought to the nursing home by his wife, who could 
no longer care for him at home. Mrs. L. was anxious and depressed, 
and felt that her husband would simply “continue to deteriorate.” She 
had essentially “given up” in terms of relating with her husband. 

Mr. L’s. communication evaluation indicated a severe aphasia and a 
neglect of the right side. In addition, he frequently “could not remem- 
ber” how to use his right hand for routine activities like eating or 
grooming. 

The speech pathologist devised an initial communication care 
plan for Mr. L. and placed it in his nursing home chart, above his bed 
in his room, and discussed it with the nursing home staff at weekly 
chart rounds. Mrs. L. was counseled about her husband’s communication 
difficulties and given a copy of the communication care plan to assist 
her during those times she was with him. Mr. L. was enrolled in a 
speech pathology treatment program. Because of the wife’s continued 
pessimism regarding her husband, she was not an integral part of the 
treatment program, but was periodically provided with updated com- 
munication care plans. 
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Communication Care Plan 


Special Needs 
— Glasses 


— Objects placed to his left side 


Because of a stroke on the left side of the brain, Mr. L. has a 
language problem called APHASIA. This means that he cannot use 
words the way he did before he had his stroke. While he can “hear” 
words that you say and say words (though they often don’t make any 
sense), Mr, L. usually understands only one or two of the words you 
say and sometimes can’t understand any of them. To him, it’s very 
much like being in a foreign country. He hears the words but only a 
few of them make any sense. Mr. L. has the same kind of problems with 
reading and writing. When reading, he knows the words mean some- 
thing but he doesn’t know what; when writing, he knows he should 
write letters but he can’t remember how. His problem has affected all 
the ways we use words—reading, writing, listening, and talking. The 
following suggestions are directed toward helping you communicate 
with Mr. L. 


1. Mr. L. will get the most out of what you say when it’s pertinent 
to the situation. When he’s getting dressed, talk about what he’s 
doing. In general, Mr. L. will communicate best when visual cues are 
provided (pointing, gesturing). Remember, “communication” means 
the best possible way of getting a message across. 

2. When providing visual cues, always present them to his left 
side. 

3. Because of his right-sided neglect, Mr. L. should be treated as 
if he were blind to all things on the right side. Be sure you approach 
him from the left side and put things where he can see them. 

4, Because Mr. L. has difficulty in selecting the right word to 
say, and difficulty in understanding his own words (monitoring), he 
may use jargon interspersed with real words. When this occurs, accept 
it without judgement, honestly admitting your failure to understand 
him. If he is trying to say something that you cannot understand, ask 
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him simple questions and systematically point and gesture until he 
shows you that you have found the subject area (eg., “Do you need the 
bathroom?” “Do you want your chair?”). If this technique fails, shrug 
your shoulders and admit it, saying, “I’m sorry, I can’t understand you. 
Maybe we can try again later.” 

5. When talking with Mr. L., pronounce your words clearly, 
slowly, and understandably. Speak in your natural voice. Raising your 
voice or shouting will not help him—he is not deaf or hard-of- 
hearing. 

6. Mr. L. has difficulty remembering how to use his right hand. 
He may hold a pencil or fork wrong and you will have to help him 
position it correctly. 

7. Mrs. L. has said her husband always enjoyed classical music. 
Therefore, he may continue to enjoy this stimulation and make use of 
a radio. The dial setting and loudness level on the knob are indicated 
by a piece of tape. Mr. L. may need reminders to turn off the radio. 





APPENDIX B 


Aphasia with Apraxia 


Case H istory 


Mr. C. is a 73-year-old retired accountant who had a left hemi- 
sphere stroke resulting in a right-sided hemiparesis and a severe com- 
munication problem. He was transferred to the skilled nursing facility 
following a 20-day period of hospitalization. Upon his admission, Mr. 
C. was essentially non-communicative and evidenced little interest in 
his environment. When he was unable to express himself, he would 
become depressed and then refuse to get out of bed or get involved in 
ward activities. 

The patient’s wife did not cooperate with the nurses and staff and 
refused to conform with the daily routine of the facility. She did not 
understand her husband’s physical and communication problems and 
appeared very unreceptive to explanations and suggestions from the 
nursing staff. She treated Mr. C. like an invalid who needed bed rest 
to “get his strength back.” Furthermore, because Mr. C., through head 
nod and gestures, showed appropriate understanding of much of what 
was said to him, his wife was convinced that if pressured enough, he 
could “get the words out.” 

The results of the communication evaluation showed that Mr. C. 
had a mild-moderate aphasia and a severe apraxia of speech. The speech 
pathologist devised a picture-word book for Mr. C., to provide him 
with an immediate and functional, although limited, system for ex- 
pressing his basic needs. The initial communication care plan was 
then developed; copies were placed in the patient’s medical chart, above 
his bed, and the speech pathologist presented a copy to his wife with 
explanation and demonstration of each item. 

Structured speech pathology treatment was initiated and included 
family counseling, demonstration of optimal communication techniques 
with the staff, working with Mr. C., and updating of the communica- 
tion care plan suggestions when appropriate. 


7) 


30 Communication Mmcgement of the Geriatric Patios? 
Communication Care Plan 


Ss pecial Needs 
— Glasses 


— Picture-word book 


Because of a stroke on the left side of the brain Mr. C has a 
problem in understanding what people say to him and in talking. The 
biggest problem right now is that he can’t understand a lot of what 
we say to him—he hears the words but they don’t always make sense. 
This problem is called APHASIA. Besides the ARHASTA, he also has 
a problem in getting his lips and tongue to make words he wants to 
say. His problem in getting the tongue and lips to work right isn’t 
because of paralysis, because he can chew and eat food and say some 
words clearly. This problem is called APRAXIA and means that be- 
cause of a stroke the brain can’t tell the muscles of the mouth to 
make words the way it did before. Only the things that Mr. C. did 
almost without thinking are unchanged (like eating, swearing, saying 
some common words). 

It is easy to see how hard Mr. C. tries to tell us things. He points, 
says some words (many times they don’t make sense), and very often 
gets frustrated. We have put together some suggestions to make talking 
with Mr. C. easier for him to understand and easier for you to get 
your Message across. 


1. Mr. C. should have a routine daily schedule. When things 
happen at the same time every day he won't need to rely on words for 
reminders, 

2. Try to help Mr. C. understand words by using short sentences 
and words that tell what you're doing. For example, when you're 
combing his hair say, “I’m combing your hair, Hair gets messed up at 
night. You have nice gray hair. There, I’m finished. Your hair looks 
nice.” Whenever you're helping him, talk to him about what you're 
doing. 

3. Even though he may not be able to understand all of what he 
hears, Mr. C. enjoys watching television and listening to the radio, 


Appendix B—Aphasia with Apraxia 31 


This should be encouraged. He should alw> have times to be with 
other people in the day room. All activities where he hears words will 
help him think of words to use. 

4. Mr. C, will understand best when you use gestures and short 
sentences. When you're ready to transfer him out of bed, say swome- 
thing like “Time to get up in your chair,” and point to the chair, Uwe 
gestures with talking whenever you can. It’s important to pet messages 
across however you can. 

5. For best results, communicate with Mr, C. when it is quiet 
and he is relaxed. 

6. Jf he is upset or anxious, hold up your hand and say, “Wait 
a minute, relax.” ... “Do you want the bathroom?” ... “Do you 
want water?” 

7. For accessibility, attach Mr. C’s, picture-word book to the side- 
rail of his bed. Basically, this book contains pictures and their names, 
and is organized according to subject—self-care needs, foods, people, 
etc. The speech pathologist is teaching him to effectively use this. 
When Mr. C. tries to tell you something you don’t understand, remind 
him to use his picture-word book. 

8. When you can’t understand what Mr. C. is trying to say, and 
you've really tried, be honest with him and shrug your shoulders, saying, 
"IL can’t understand you. We'll wait and try again Jater.” 

9. All questions should be simple, direct, and answerable with a 
“yes” or “no” response. Jf he attempts to express yomething that you 
can’t understand, ask simple questions and systernatically point and 
gesture until he shows you that you have hit the right area. 

10. When talking with Mr. C., say your words slowly, clearly, and 
understandably. Speak in your natural voice. Raising your voice or 
shouting will not help hirn. 

11. When talking with Mr. C., use short sirople sentences involving 
a main word, For example, when you're petting ready to eat, say, 
“It’s time to eat,’ and gesture as if you're eating. If you have any 
questions about talking with Mr. C. or understanding him, ask the 
speech pathologist when you se him on the ward or call him. 





APPENDIX C 


Dysarthria 


Case History 


Mrs. A. is a 64-year-old woman whose physical condition has been 
deteriorating for a period of approximately 18 months. She was 
hospitalized for diagnostic tests and her condition was identified as 
Amyotrophic Lateral Sclerosis (ALS). For the past six months, Mrs. 
A. had begun to choke when swallowing liquids and to have trouble 
talking. 

The family brought Mrs, A. to the nursing home when they felt 
they no longer could care for her. When admitted, Mrs. A’s. weakness 
in her legs and arms was further complicated by arthritis. She could 
get around the ward only when pushed in her wheelchair. Her speech 
was about 50 per cent understandable. Mealtimes were “terrible” for 
her because she aspirated and coughed with almost every swallow. Mrs. 
A. was depressed and cried frequently. 

The communication evaluation indicated decreased strength and 
mobility of the speech muscles (e.g., lips, tongue, palate) and swallow- 
ing muscles, though listening and reading comprehension was intact. 
The speech pathologist devised the initial communication care plan 
and provided it to the family and nursing home staff. 
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Communication Care Plan 


Special Needs 


Glasses 


Dentures 


Word book 


Proper position for eating 


Mrs. A. has a muscle disease known as ALS. This causes a gradual 
weakening of the muscles. For Mrs. A., it has not only affected the 
muscles of her arms and legs, but also has affected her speech and 
swallowing. Her problem talking and swallowing is called DYS- 
ARTHRIA. It is important to be aware that Mrs. A’s. problem will 
get continually worse as time passes. It will be to her and our benefit 
if we allow and encourage her to do as much as she can—and to 
praise her for what she does, especially with respect to her communi- 
cative efforts. The following suggestions will help you in caring for 
and talking with Mrs. A. 


Swallowing 
oO 


1. When eating or drinking, Mrs. A. should sit with her back 
supported in such a manner that her head tilts slightly forward. 

2. Place diced or chopped food toward the back of Mrs. A’s. 
tongue, and give her time to work the food farther back. 

3. Tell Mrs, A. to “think” about swallowing while she holds the 
food on the back of her tongue for 1 or 2 seconds. 

4. Now, tell Mrs. A. to swallow the food as she tilts her chin 
toward her chest. 

5. You will need at least an hour to feed Mrs. A. It is important 
that this time be provided since this is one activity Mrs. A. feels she 
can still perform “independently.” 
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Communicatin g 


1. Because Mrs. A. has trouble talking clearly, it would be help- 
ful if you asked questions which could be answered with “yes” or “no.” 

2. When Mrs. A. is talking and you do not understand her, ask 
her to tell you again more slowly—one word at a time. 

3. When you cannot understand what Mrs. A. wants, remind 
her to use her word book which is attached to the arm of her wheel- 
chair. This book has lists of words arranged in groups, such as bath- 
room needs, clothing, etc. 





APPENDIX D 


Confusion 


Case History 


Mr. G. is a 74-year-old male who had a slight stroke following a 
long history of arteriosclerosis. His daughter reported that he had 
become increasingly forgetful during the year preceding his admission 
and that she was presently concerned for his safety and well-being. 
She felt her father required constant supervision, which she and her 
family could not provide. She also stated that Mr. G. forgot the names 
of her children and frequently called her by her deceased mother’s 
name. The patient had become socially “less presentable” in that he 
often neglected to wipe food from his mouth, zip up his pants, and 
button his shirt. The hospitalization after the stroke afforded the 
family an opportunity to provide Mr. G. with a supervised environ- 
ment, while not feeling “guilt” about no longer desiring to have 
responsibility for the patient in the home. While Mr. G. was not 
communicatively disturbed, in the sense of having aphasia, apraxia, 
dysarthria, or a hearing loss, he did have difficulty relating to his en- 
vironment and remembering activities and dates. 

After his communication evaluation, the speech pathologist de- 
vised the following communication care plan and discussed it with 
Mr. G’s. family and the staff at the extended care facility. 
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Communication Care Plan 


Special Needs 


— Glasses 


Because of poor circulation to the brain and a mild stroke, Mr. G. 
has difficulty remembering where he is, the time (day of the week, 
month, and year), what happened yesterday, and difficulty “tuning in” 
or understanding some of the things that are said to him. He is 
somewhat depressed (and naturally so) because he is in a new place, 
and his stroke has made it difficult for him to “think through” the 
things that have happened to him. The following.are suggestions de- 
signed to help you help Mr. G. during his stay. 


1. Mr. G’s. day should be as routine as possible (meal times, 
bathing, physical therapy, etc.). This will help him to remember what 
he has done the day before and allow him to anticipate the activities 
to come. 

2. Be sure you have Mr. G's. attention before asking or telling 
him something. Since he sometimes has difficulty “tuning in,” touch 
him on the shoulder to get his attention, and say his name, “Mr. G., it’s 
time for 

3. Before you start an activity or get Mr. G. ready to eat, etc., 
tell him what you are going to do. All of us would be resentful if we 
were “moved around” without knowing why. 

4, Give careful, simple directions—one step at a time—when 
asking Mr. G. to do something. He does better when you “show” him 
instead of “tell” him. 

5. When Mr. G. is argumentative, it will not serve any purpose 
to argue with him. Explain to him what must be done, and if it is 
not possible to delay it, tell him why it is necessary and assist him. 

6. Speak slowly and distinctly, bute without unnecessary loud- 
ness. Always use a friendly manner but do not treat him as if he 
were a child. 

7. When Mr. G. is disoriented to time and place, you can en- 
courage better orientation by reminding him. This can be done with- 
out unnatural “instruction.” For example, greet him by name and say, 
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“How long have you been sitting in your chair? It’s 11:30 and time 
to eat lunch.” or “Today is Tuesday; on Tuesday you have physical 
therapy.” 

8. Provide Mr. G. with a large wall calendar on which each 
day can be marked off and special events noted. The updating of the 
calendar can become a part of his daily morning routine. 

9. Encourage Mr. G. to watch television, listen to the radio, look 
at magazines (be sure he’s wearing his glasses), and have visitors. He 
will probably enjoy listening to music on the radio though it should 
not be loud or confusing. Because of his “forgetfulness,” you will prob- 
ably have to tune the radio for him and turn it on and off. Whenever 
possible, encourage Mr. G. to participate in group activities. If he is 
sitting in his room, turn his chair to face the hall so he can watch what 
is going on around him. 


If there are specific problems regarding Mr. G’s. communication, 
please contact the speech pathologist. 





APPENDIX E 


Hard of Hearing 


Case History 


Mr. B. is a 76-year-old male with a history of cardiac problems 
and diabetes. The diabetes has resulted in bilateral below the knee/limb 
amputations and visual acuity problems. Currently, the family’s major 
concern is his hearing loss—which is getting worse. Mr. B. is now 
moderately to profoundly hard of hearing. 

The patient resides with his daughter and her family. Before 
his hearing loss, his major daily activity was social interaction at a 
local geriatric day care center. Now that he no longer can “hear con- 
versation well,” he has refused to leave his home and is depressed and 
non-communicative. 

Audiological testing showed a sensorineural bilateral loss of 
hearing, moderate in the right ear and severe to profound in the left. 
A body-type hearing aid was recommended to be worn in the right 
ear. Mr. B. was then referred to our speech pathology center for train- 
ing in lipreading techniques and for hearing aid orientation, as 
necessary. 

The speech pathologist prepared the following communication 
care plan for the family. A copy was adapted for use by the staff and 
participants of the day care center. 
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Communication Care Plan 


Special Needs 
— Glasses 


— Hearing aid in right ear 


Mr. B. has a severe hearing problem which makes it difficult for 
him to hear and understand things that are said to him. He has just 
begun to wear a hearing aid that makes things louder but not more 
distinct. Because of his hearing problems, Mr. B. has been depressed 
and has been reluctant to socialize in situations he used to enjoy. The 
following suggestions will help Mr. B. adjust to his hearing loss and 
his hearing aid. He will need your help to do both. 


1. Mr. B. knows how to use and take care of his hearing aid. Each 
day when he first comes to the center, talk to him for a moment or 
two so he can determine whether or not he has the volume control set 
so he can hear you best. 

2. Mr. B. will “hear” you better if you talk to him when it is 
quiet. For example, turn down the television or take him from a noisy 
area to one that is quiet. 

3. When you are talking with Mr. B., be sure that he can see 
your face and lips. 

4, When Mr. B. has trouble understanding what you say, re-word 
it emphasizing important words, that is, words that give the most 
meaning, such as a place, a name, or something you want him to do. 

5. When talking with Mr. B., and he shows that he is not under- 
standing, gesture or write down important words to help him follow 
the conversation. 

6. Talk naturally to Mr. B. Using louder than normal voice will 
only distort what he hears, Also, his hearing aid will make what you 
say even louder, which will be uncomfortable for him. 

7. Encourage Mr. B. to talk with you by bringing up subjects he 
is interested in or has background information about. 

8. Mr. B. may not enjoy some activities he used to like because 
his hearing aid not only makes your speech louder, but makes every- 
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one’s speech and all the other noises in the room louder, too. Activi- 
ties now more suitable for him include lectures where he is seated so 
that he can see the speaker’s face, talking with one or two people 
rather than a group, card games with one other person rather than a 
group, etc. 





, _ =, int), ee a a jj i ee Oe ee 


Biographical Statement 


Rick Bollinger is Associate Director of the Lauderdale Lanpguape 
and Speech Center, Fore Lauderdale, Florida, He obtained his doctorate 
from the University of Washington, and has served on faculties of the 
University of Miami School of Medicine and University of Washing- 
ton School of Medicine. 

Patricia Waugh is a staff clinician at the University Hospital, 
Seattle, Washington, having obtained her Masters of Speech Pathology 
and Audiology from the University of Washington. 

Anita Zatz is a staff clinician at the Lauderdale Language and 
Speech Center, Fort Lauderdale, Florida, She obtained her Master of 
Arts from the State University of New York at Buffalo, 

The authors are consultants to nursing homes and extended care 
facilities and have developed a program including in-service training, 
patient evaluation and treatment, and family counseling regarding 
communication disorders. At present, the Lauderdale Language and 
Speech Center is actively engaged in ongoing research concerning the 
area of communication abilities and disorders of the aped, 


45 








DATE DUE 


fa 


SS 


— 


DEMCO 13829810 





me mI 
ee 
= 
oP 
EQ 
i Cy 
fas f j ~ 
>; aS oo ep 
A pa | as 


2 


RC952.5 


B/ 




























































































STACKS RC952.5.B7 
Bollinger, Rick Re 
MATT iT jement 


WONT AT 


3 5282 00051 6495 





z re 





